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THE importance of the application of physical methods in rehabilitation after injury is generally recognized, and calls for close collaboration between surgeon and physiotherapist.
The reaction of the surgeon to physiotherapy has varied widely through the ages. The classical writers recognized and sometimes described in detail the use of massage and exercises, but in general they directed the use of these procedures to the maintenance of health or the cure of disease rather than to rehabilitation after injury. It is, however, true that in the Hippocratic canon careful instructions are found on the use of massage and early movement after dislocation of the shoulder.
That great universalist, Galen, records his experiences when, early in his career, he was medical officer in charge of the gladiatorial school at Pergamum. I have not read his original account, but from abstracts it would appear that his main pride was in the fact that during his service he never lost the life of a wounded man; this he attributes to his method of wound dressing-which indeed was of a mildly antiseptic character. In his later writings on medical gymnastics his views are noticeably modern: he divided exercises into the passive type, including therein massage, and active exercises such as ball games and walking, and mixed, which he exemplified by horse riding.
His suggestive work was in some degree incorporated into the Arabian school of medicine but does not seem to have found any place in the practice of later European surgeons. It is indeed surprising how little reference to the restoration of function after injury is found in the writings of the latter. It remains a matter of opinion whether this was due to the greater toughness of frame and spirit of our forebears or whether to a more placid acceptance of disability after injury than is common nowadays. It should not be overlooked that the exploitation and advertisement of physiotherapeutic procedures by quacks led to a prejudice against their practice among the regular members of the profession. In any case the circumstances may Proceedings of the Royal Society of Medicine remind us that a good recovery after injury is effected often enough without the intervention of any specialized treatment.
Even in the eighteenth century among surgical writers it is only John Hunter who approaches the problems of injury scientifically. His study of the physiology of muscular action and its application to the treatment of stiffjoints remains a landmark. Surgeons as a whole, however, in the treatment of fractures continued to concentrate on methods of fixation: movement was left to return as it might after firm union was present. Adherents of the Ling school of gymnastics, established in 1816, and of the Zander system of mechanotherapy (1864) certainly used their special procedures in some cases of disability after injury, but these methods were not incorporated into the normal practice of current surgery.
It was undoubtedly Lucas-Championniere who first attacked the ruling faith in the value of rigid and prolonged fixation for all fractures, and I think his work in this respect deserves fuller recognition than it has so far received. One may recall that he was a general surgeon practising in Paris and one who had early in his career provoked the enmity of some of his colleagues on account of his prompt and ardent support of Lister. He published "Le Mouvement est la Vie" in 1880 and in 1886 first announced his method of treating fractures by mobilization and massage. It is evident that his suggestions met with a chilly reception for in his later book entitled "Le Mobilisation et le Massage dans le Traitement de Fractures" he says "Le public est peu prepare a accepter ce traitement revolutionnaire. Le monde medical n'y est pas beaucoup plus prepare que le public." He approached the problem with caution and selective judgment. At first he applied the method only to fractures of the lower end of the radius and of the fibula; subsequently to the upper extremity of the humerus. He recognized its limitations in the management of the major fractures of the long bones of the lower limb and he was always an advocate of the operative suture of the broken patella or olecranon. He laid great importance on massage of the limb soon after injury and instructed his students and assistants in a simple technique, being somewhat critical of the existing school of massage.
I think one of the reasons for the poor support given to Lucas-Championniere was the counterattraction exercised by the methods of open fixation of fractures which were introduced about the same time by Lane in the special fracture and accident clinics now common, the average standard of results shows a considerable advance on those of twenty years ago. The part played by surgeon and physiotherapist in these organizations is by no means rigidly fixed and is subject to considerable variation, but I will put forward a scheme which I think can be a successful one, fully admitting that wide diversity in method is necessary in order to suit different types of hospital and the varying personalities involved.
We have observed that in the past both the physiotherapist as well as the surgeon can be successful organizers of fracture departments. Not unnaturally I favour control by a surgeon and the organization I roughly sketch is founded mainly on experience in a large teaching hospital. The working medical personnel of the team should consist of a surgical director and one or two senior assistants together with corresponding house officers, two plaster Sisters and two or three certificated physiotherapists. The numbers in each category will clearly depend on the size of the clinic. The physiotherapists should take their instructions direct from the surgeon in charge; they should be handpicked for the job. From their training a reasonable knowledge of the standard methods of treatment may be assumed but it is of great importance that they should possess firm personalities and have the ability to inspire their patients to work-in the sense of carrying out active movement. These ladies should be closely incorporated in the team, attending both ward rounds and outpatient clinics. The medical officer,in charge of the department of physical medicine will only come into the picture as a consultant, the manner of which I will refer to later.
Physiotherapy departments tend to become overloaded with a mass of human material. Unless regular and rigorQus checks are imposed a certain number of patients continue under treatment for months with little benefit to themselves and to the prejudice of the more deserving. It is in the main department, so often the dumping ground filled by various overworked clinicians, that this state of affairs is most in evidence: but similar crowding may affect the accident service if certain precautions are not taken. Overloading can be avoided or reduced if the needs of each individual case for physiotherapy are carefully estimated. First, most children, the subject of fracture, require little or no physiotherapeutic help in order to make a complete and speedy recovery. Adults should be classified into four groups in accordance with which the time they spend with the therapist may be determined. My idea of these groups is as follows:
( 1) A word on Rehabilitation Centres. During the war these have fully proved their value in the management of bulk casualties. I am not sure of the degree to which they can be usefully employed in normal civil life. I think that in a well-established accident clinic most cases of injury can be seen through to full recovery by the team primarily responsible for their treatment. " Passing the buck", however, is always popular and sometimes it benefits the patient. Certainly the final tuning up after major injuries is best conducted in fair-sized classes, but God forfend the time when everyone who sustains a fracture thinks he cannot return to work till he has passed through a rehabilitation centre.
Dr. John H. Crosland: I would like to outline a few methods as to how we, as physical medicine specialists, can assist the orthopxedic surgeon to attain the common-aim of the fullest possible restoration of function to the patient.
A large number of orthopadic patients are perfectly healthy individuals leading a normal active life until they are knocked down by a bus, or sustain some similar damage. Many of these may be kept in bed for months and, during this time, unless they are helped, they more or less rapidly deteriorate both physically and mentally. It is obvious that such deterioration will also retard recovery of the actually traumatized part. In order to prevent this, the patient should be visited daily by a competent physiotherapist, and every part of his body except that immobilized by the surgeon, or that which when moved will interfere with such immobilization, should be given a full range of active movement. Breathing exercises and active contractions of abdominal and back muscles are all very important and can be given very adequately in the prone position.
Perhaps the cases requiring the most constant and patient treatment of this type are those condemned for a year or more to a plaster bed. Yet all that work is well rewarded when it is time for the patient to get up and it is seen how quickly he walks normally and how relativelv good his general muscle tone can be. I will pass rapidly over such small but important points as leaving a window over the knee-joint in a full-length leg plaster so that the patella can be passively moved twice daily; or, as advocated by some, of leaving another window in such a plaster over the quadriceps so that faradic stimulation may be given, or of leaving adequate room in a plaster so that full toe movements can be given, and come to one of the biggest bugbears. 1 refer to the stiff knee-joint following prolonged extension of a fractured shaft of femur in a Thomas's splint.
Generally speaking, the earlier a joint can be moved, the less likely is it to become stiff and so I propose to outline a method used to move knee-joints adopted by the orthopredic surgeon at Ashbridge E.M.S. Hospital. The idea is that the leg below the knee shall rest on the hinged extension portion of the Thomas's splint, and skin traction be applied in the normal way with the cord bearing the weight passing over a pulley at the end of the bed. The splint itself must be wide enough for the patient's foot and the hinged portion to pass inside it; it is fixed in abduction and elevated in the usual manner.
Normally, the hinged portion is tied to the main portion of the splint by a piece of string so that the foot projects through the main portion and both portions are in the same plane.
The knee-joint can now be flexed to about [45] [46] [47] [48] [49] [50] degrees by simply untying the piece of string and allowing the hinged portion to move slowly and evenly downwards and the traction weights need not be removed or the leg moved in any other way. It is possible to get further flexion by using a bed with a "cut-away'" side. This method proved satisfactory in operation and the proper alignment of the fractured femur was not interfered with.
